




From: Director of Infection Prevention and Control

Title: Infection Prevention and Control Annual Report 2012 - 13
This report provides a comprehensive summary of the Infection Control work Programme across the Trust during the last financial Year
The report is provided to the Board for:

Decision:
(Approx 10 mins)

Discussion:
(Approx 15 mins)

Assurance:
(Approx 5 mins)

Endorsement:
(Approx 5 mins)

Summary/Key Points:

· The report details activity against the 9 criteria outlined in the Health and Social Care Act (2008) to demonstrate how the Trust has maintained compliance throughout 2012-13. 
Resource Implications (e.g. Financial, HR):
· Nil
Assurance Implications:
· The Health and Social Care Act 2008: Code of Practice for the Prevention and Control of Healthcare associated infections.

· NHSLA Compliance

· CQC Registration Standards.

Information Exempt from Disclosure:

· Nil
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1. Introduction 
This report summarises the activities of the Infection Prevention and Control Team (IPCT) at the Heart of England NHS Foundation Trust (HEFT) during 2012-2013.  The report also demonstrates how the Trust has systems in place for compliance with the Health and Social Care Act 2008: Code of Practice for the NHS on the prevention and control of healthcare associated infections and related guidance.
The Trust continues the commitment to improve performance in infection prevention and control practice. The prevention and control of healthcare associated infections (HCAI) remained high on the Trust’s agenda.   

There was no inspection from the Care Quality Commission throughout this period for infection prevention. The work of the IPCT maintained efforts in the reduction of HCAIs in relation to MRSA bacteraemias and Clostridium difficile infections (CDI) in particular. CDI infections in the calendar year 2012-13 were 30% less in comparison to 2011-12, 86 versus 123. While the numbers are small, there was one less MRSA bacteraemia, with 7 in 2012-2013.
The key objectives of the service during 2012-13 were to:

· Improve the quality of patient care by preventing and controlling healthcare-associated infections.

· Ensure effective assurance and reporting processes from Board to Ward.

· Reduce MRSA bacteraemia and Clostridium difficile infection (CDI) rates.

· Develop, with Information Technology, systems to provide 

Improved monitoring of MRSA screening tests, and prescription of MRSA decolonisation agents.

· As an outcome of the above, ensure MRSA Emergency screening compliance of over 90% is achieved.  

· Continue the mandatory surveillance of Escherichia coli and MSSA bacteraemias

· Coordinate overall management to significantly reduce the incidence of norovirus outbreaks.

· Improve infection prevention and control knowledge and skills of all staff, patients and public. 

· Ensure completion of the programme of work and audit programme.

· Ensure compliance with the Health and Social Care Act 2008.

2. Compliance Criterion 1: 
Effective management systems for the prevention and control of HCAI informed by risk assessments and analysis of infection incidents.
2.1 Committee structures and assurance processes

As required by the Health and Social Care Act (2008), HEFT ensured throughout 2012-13 that the Trust Board had a collective agreement recognising its responsibilities for the infection prevention and control agenda.  

The Chief Executive has overall responsibility for the control of infection within the Heart of England Foundation Trust.   Dr Itisha Gupta was the Trust’s designated Director of Infection Prevention and Control (DIPC), Consultant HPA Microbiologist, accountable to the Chief Executive and Trust Board.  She was succeeded by Dr Keith Struthers on the 1st September 2012. The Lead nurse for IPC Di Tomlinson is the Associate DIPC. In addition to quarterly TIPC meetings, the DIPC attends Trust Executive Management Board meetings quarterly with updates on infection prevention and control matters. The Chief Nurse is the Executive Lead for Infection Prevention & Control (IPC) and is the Chair of the Trust Infection Prevention Committee (TIPC). The CEO maintained the direct contact with the DIPC via Executive Director (EMB) Meetings. The DIPC and Associate DIPC have regular one-to-one meetings with the Chief Nurse. Trust executive job descriptions incorporate a statement detailing their responsibility for infection control issues
The TIPC continues to report to Clinical Governance and EMB, and this report reviews the output of the Infection Prevention Control team, through the quarterly TIPC meetings, where the DIPC quarterly report is tabled, which is used as the basis of the DIPC report to EMB.

. 
The annual report for 2011-12 was reported to the Trust Board in July 2012. 

The Trust’s Decontamination (Chaired by Dr Alexandra Daley, Consultant Gastroenterologist) and the Water Management Committee (chaired by Dr Grace Smith, Consultant Microbiologist) report regularly to TIPC in addition to their reporting pathway for assurance, and to highlight IPC issues for resolution. 
The Infection Prevention and Control service is provided through a structured annual programme of teaching, audit, policy development & review, advice on service development and 24 hour access to expert advice and support. The annual program for 2013/2014 is in Appendix 1.
Infection Prevention and Control Team

The organisation structure for the team is demonstrated below (Figure 1)
Specialist support is provided by the Consultant Microbiologists and Virologists of the Public Health (England) Microbiology laboratory. The IPC nurses are allocated responsibility for specific ward /departmental areas.  All nurses have specific Trust projects e.g. hand hygiene, decontamination, MRSA screening, and sharps safety. Dr Itisha Gupta has a specific role for Lead Infection Control Doctor for Good Hope Hospital. This role was developed a year ago to support the operational function on-site and also have input in strategic issues. The senior IPC nurses were also given site-specific responsibilities to develop links with the site-teams and oversee the continuity management of the site IPC issues.
The DIPC and the Head IPC nurse (Associate DIPC) maintained the corporate view of the service whilst supporting each site.

The services of the a full time Data Analyst, who supported performance reporting and mandatory data return requirements, as well as supporting the analysis of surveillance data, was  taken over by officers in Performance. The DIPC has monthly meeting with these officers to review the monthly returns for HEFT performance, KPI, and MESS data. 
[image: image2.emf]
 Figure One

2.2 Compliance Assessment and Assurance

During 2012-2013 the Trust had an ongoing process to evaluate its compliance with the Health and Social Care Act (2008) Code of Practice on Healthcare Associated Infections.  Gap analysis was done and actions put in place. The Chief Nurse established regular Care Quality Commission Regulations’ meetings, where reviews were discussed. There was a series of inspections by the PCT during the year through which positive feedback was received and any recommended actions implemented. 
2.3 Surveillance of Healthcare Associated Infection (HCAI)

2.3.1 Post 48 hour MRSA Bacteraemia

In 2012-2013, the Trust MRSA bacteraemia threshold “allocation” was 6 post-48 hour cases. The graph below shows monthly cumulative data against this threshold. The total number of cases of MRSA bacteraemia for 2012-13 was seven, one less than the previous year. The Trust did not meet its trajectory however.
Graph shows the MRSA bacteraemias cases for each site, and total HEFT cases, against the cumulative threshold.
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The total number of bacteraemias (both pre and post 48 hour)  was 13, of which  7 were post 48 hours.

At the end of the financial year the days to the last MRSA bacteraemia were:  BHH 56; GHH 84; and SHH 377 days. It worthwhile noting that GHH went 529 days without an MRSA bacteraemia up to the case that occurred in December 2012.

Various interventions to improve the MRSA bacteraemia situation at HEFT have been introduced, centred on developments with the HEFT Information Technology department, working with Mr Ali Bahron. This is given in more detail in section 2.6.
2.3.2 Clostridium difficile infection (CDI)

The total number of post-48 hour CDI cases reported for 2012/13 was 86,   which represents 30% under the threshold set of 124 cases. The summary information for 2012/13 is presented below. HEFT has been set a stringent target of 67 cases for the 2013/14 year, which is under 6 case/month, a clear challenge, considering that that this was only achieved in five out of twelve months in the 2012-2013 year.
Graph shows the Cdiff “toxin positive” cases for each site, and total HEFT cases set against the cumulative threshold for the year. The threshold line for the 2013-2014 year is shown in orange. 
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A range of actions are in place to control CDI. In addition to the usual standards of cleanliness, comode audits, antibiotic review, all post-48 hour CDI cases have an audit done on 6 key practice issues, and an antibiotic audit is done too. The 6  practice issues are:

· Was the stool chart present before a sample has been sent?

· Did the patient fit the definition of diarrhoea before the sample was sent?
(3 or more episodes of stool number 6 or 7 on stool chart within a 24 hour period)

· Was a stool sticker used when sending the specimen?

· Had the patient been on laxatives before the sample was sent (in the last 48 hours)?

· Is this a sample from a reoccurrence within this admission (has the patient had a positive C. diff result within this admission)?

· Was the patient been transferred to a side room within 8 hours of onset of diarrhoea?

The collated information is then  fed back to the nursing and clinical team. Where there are periods of increased incidence (PII), with 2 or more CDI in a 28 day period, a PII Infection Control and Antibiotic Audit is done too. This information is also fed back to nursing and medical staff.
CDI  control is clearly an ongoing challenge. The overall hospital site and ward environment are also key to this, and there needs to be mechanisms to have ongoing rolling cleaning programs, in order to have  minimum contamination levels in the environment; these programs have been easier to deliver at the GHH and SHH sites. One  development has been to ensure that the Endoscopy units are reqularly decontaminated with hydrogen peroxide.

2.3.3.Human Probiotic Infusion as a treatment for C diff infections.
It has been recognised for several decades  that replacing the CDI affected individual’s bowel flora with the usual bacterial residents is probably the most reliable treatment for Cdiff disease. This has been progressed by recent research that shows the success rate of over 90% in comparison to 50% for vancomycin when treating relapsed infection.

In conjunction with the Infectious Diseases department, the Microbiologists have drawn up a business case, and research proposal, with the long-term aim of using bowel flora replacement  as an alternative treatment for patients with relapsed  CDI at HEFT. These plans have been presented to TIPC,  Executive Management Board,  and Novel Therapeutics Committee for approval. It is hoped that this initiative will have the necessary momentum to determine its ongoing implementation. The program is being coordinated by Dr Vicki McCune,  trainee clinical scientist in the PHE Microbiology laboratory at HEFT.  A research grant application is being submitted, with the other Trusts in the West Midlands being invited to participate.
2.3.4 Meticillin sensitive Staphylococcus aureus bacteraemia (MSSA)  mandatory surveillance
Monthly returns through the MESS database were submitted. In 2012-13 there were 128 MSSA bacteraemias cases, of which 41 were post 48 hour cases (definition is the same as for MRSA bacteraemia); 9 of these cases were considered to be device related.
2.3.5 Escherichia coli bacteraemias mandatory surveillance
There were a total of 495 E. coli bacteraemias in 2012-2013, of which 91 were post-48 hour cases. The majority of the pre-48 hour cases, essentially community cases, reflect the burden of urinary tract infection in the community.
2.3.5 Glycopeptide Resistant Enterococcus (GRE) bacteraemia surveillance
Ten patients had bacteraemias with a glycopeptide-resistant enterococcus. There were 4 in 2011-2012, and 7 in 2010-2011. They are relatively low pathogenic organisms, and are members of the bowel flora.  
2.3.6 Real time monitoring of defined “alert” organisms. 

The IPCT worked with Ali Bahron in IT to develop a prototype (Concerto) for real-time monitoring for MRSA, C.difficile, group A streptococcus and Pseudomonas aeruginosa.  This information is now available when “look-back” exercises are deemed necessary.

2.3.7 Antibiotic Stewardship

Antibiotic stewardship has been driven and maintained by the Trust Antibiotic Committee (TAC) which is chaired by Dr Das Pilay, consultant microbiologist. TAC activities have been promoted through the production of ward posters, information on the intranet, an updated pocket booklet distributed to all prescribers at induction and use of Trust Communications. A locum antibiotic pharmacist is in position at the Good Hope site to support and work alongside the Trust’s lead antibiotic pharmacist. 

C.difficile antibiotic reviews continue to be conducted for all patients diagnosed with post 48 hour C.difficile infection. As part of the review all antibiotic prescriptions during the admission are examined. Each antibiotic prescribed is assessed for documentation of stop/review date, indication and appropriateness (i.e. was it prescribed in accordance to Trust guidelines or following micro/ID advice). From the results observed since January 2012 less than 10% of prescriptions (not cases) were determined to be inappropriate. Therefore it would appear inappropriate prescribing is not a significant contributor to HCAI C.diff in the Trust.
The formulary working group approved a new drug, fidaxomicin launched to combat C.difficile infection. The medicine is intended for use as per Scottish Medicines Consortium and NICE guidelines for the treatment of relapsed C.diff infections in patients who are on concomitant antibiotics.

In continuing the process agreed by the TAC regarding HEFT’s echinocandin anti-fungal of choice based on cost-effectiveness, a decision had been made by the Pharmacy Procurement team to have anidulafungin the empirical choice 2012/13 thereby replacing micafungin. The empirical choice allows for consistency and ease in prescribing for infection specialists/clinicians in conjunction with HEFT’s antifungal policy.

The TAC undertook a variety of activities to promote European Antibiotic Awareness Day (Nov 2012). Different media were used to get the message about appropriate antimicrobial use across to both healthcare professionals and the public. Examples include communications from the medical director to consultants, communications bulletin with ‘Daily Top Tips’ for the week beginning 12th November to all hospital staff, banner on intranet homepage and press statement to the public/local GP’s. 
A number of audits were conducted 2012/13 in important areas such as in the use of restricted antibiotics, therapeutic drug monitoring of vancomycin and the intravenous to oral switch. The action and learning points from these audits were fed back in meetings and in an email from the Trust DIPC to all consultants. Further, in an audit of 102 patients who were documented to be penicillin allergic on Electronic Prescibing, 40 % were deemed to be likely not allergies. A communication campaign is being planned to encourage prescribers to use multiple sources to ascertain penicillin allergy status, particularly community antibiotic history.
During the past year TAC has produced and approved of a new guideline for the use of Antibiotic Prophylaxis prior to Vascular Interventional Radiology Procedures, including Embolisation. The TAC has also updated the wound infection algorithm, urology treatment and prophylaxis guideline, C.diff treatment guideline and the primary care antibiotic guidelines in collaboration with Solihull and Birmingham CrossCity CCGs. 
In summary the Trust has improved at a variety of levels with regards antimicrobial stewardship over the past year. This is in part reflected by the activities noted above and also the success in achieving the antimicrobial KPI for 2012/13 where an end of year score of 77 points (out of possible 81) was attained, thereby meeting the target of 95% of overall total. The TAC will endeavour to build on this over the coming year with emphasis on developing a process of reviewing/monitoring restricted antimicrobials and delivering an education strategy for nursing and clinical staff at HEFT.

2.4 Audit Programme to ensure key policies are implemented

The annual audit programme for 2012-13 was completed in line with the agreed schedule. 
2.4.1 Audits of Commode Cleanliness

Results are published in league table format and circulated to senior nursing staff and site teams for follow up action. There was no marked improvement during 2012-13 in the standard of commode cleanliness, and a fall in compliance was observed at the Solihull site.  Site Head Nurses escalate any wards not achieving 100% on commode cleanliness and action plans are set by those wards. 
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2.4.2 Audits of Hand Hygiene Practice
Hand hygiene remains a central aspect of the audit programme. The results for 2012/13 are shown in the graph below and indicate Trust compliance being broadly over 90%.  
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2.4.3 Saving Lives Audits
Saving lives High Impact Intervention Audit Programme

The Trust has conducted monthly audits of the following Saving Lives High Impact Intervention audits. These are: 
· CVC ongoing care. 

· PVC insertion. 

· PVC on-going care
· Renal dialysis catheters
·  Surgical site peri-operative care
· Ongoing care of ventilated patients
· Urinary catheter ongoing care. 
These have been carried out as detailed in the 2012/13 programme and were selected on the basis of root cause analysis from previous years. Clinical staff inputted data and downloaded results via the locally developed web based system with the support of the Infection Prevention and Control Team when required. Improvement in results from HII audits have been seen in 2012/13.  Excellent scores were seen in the PVC ongoing care, renal dialysis, and care and ventilator observations. It was particularly pleasing  to see an improvement in urinary catheter care scores, as a considerable amount of work as gone into this area, with the health economy catheter passport too. This work has been led by Jane Codd, IPCN. This passport system was very well received by patients and staff and will be launched fully in next year’s programme. Compliance with undertaking the audits on a monthly basis improves year on year.
The Infection Control Nursing Team again undertook peer review of the Saving Lives audits for each quarter in some of their allocated areas. Any discrepancies (e.g. underscoring in some areas due to errors in using the database, or over scoring due to lack of attention to detail on the audit) were discussed with ward staff and appropriate training put in place. 
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Catheter Care

Due to the negative impact of urinary tract infections on patients, HEFT again set the target for compliance to urinary catheter care to 100%; over the period 2012-13 HEFTs annual mean score was 99% compliance.
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Essential Steps audits for Solihull community services

The Essential Steps audit programme was reviewed by Senior IPCN Mandy Reynolds as part of lead role for Solihull hospital and community services. An online process was developed for data entry in line with that in the acute sector. The team audited clinic environments in the community (every two years as a minimum, depending on risk assessment).  An educational programme including roll out of Aseptic Non Touch Technique (ANTT) to appropriate disciplines was put in place. Reporting in line with the acute units will take place next years. To date all audit scores have been very good.
2.5 Research activity and contribution to national agenda to enhance practice
The Trust engaged in research work into HCAI control during 2012-2013 as detailed below:
1. The team presented at conference and published their research, funded by a grant from the Infection Prevention Society, to determine if measuring environmental cleanliness using “ATP” technology aids in the monitoring of the wards with periods of increased incidence of C difficile. The Head IPCN continued as a reviewer on the international Journal of Hospital infection.
2. The Head IPCN chaired the regional IPS forum, the Deputy Lead IPCN Gill Abbott acts as Treasurer and one senior nurse acts as education representative.
3. The Deputy Lead IPCN coordinated a regional short course for new IPCN with HEFT as one of the education sites.

4. A research study coordinated by Gill Abbott and Senior IPCN Maddie Holland (funded by a commercial company) was carried out jointly with the orthopaedic directorate in the use of 2% chlorhexidine skin prep in orthopaedic joint replacement surgery, demonstrating a significantly lower infection rate. Results were presented at a number of conferences in Europe. 
5. A research grant application for introducing Human Probiotic Infusion for the treatment of relapsing CDI has been submitted to the NIHR. 

6. The previous DIPC, Dr Itisha Gupta, undertook the secretarial role in West Midlands, Regional Infection Prevention Forum which consists of all health-care infection prevention professionals and antibiotic pharmacists. This involves sharing ideas and practices and learning from each other in West Midlands.
2.6 Root Cause Analysis (RCA) for post 48 hour MRSA bacteraemias.
A summary of the 7 cases for the 2012-2103 period is shown below (RCA meetings were held for each of these bacteraemias,  led by the clincial consultant in charge):

1. 13/04/12:
BHH, Haematology, ward 19, CVC-related, likely MRSA acquisition.

2. 27/05/12
BHH, Neonatology, NNU, CVC-related, likely MRSA acquisition.

3. 07/11/12
BHH, Surgery, ward 10, long-term urinary catheter. Known MRSA, 

Nursing Home patient. 
4. 07/12/12
GHH, Urology, ward 7, long-term urinary catheter. Known MRSA.

5. 16/12/12
BHH, ITU, CVC-related, likely MRSA acquisition.

6. 05/01/13
GHH, Surgery, ward 7, MRSA negative prior to BC collection. 

7. 03/02/13
BHH, Surgery, ward 12, CVC related, likely MRSA acquisition. 

There was a clear issue with MRSA acquistion within the Trust. There is also an ongoing concern with actions to address the MRSA bacteraemia situation are outlined below: (note that all the above patients were appropriately screened for MRSA).

· In order to monitor and improve screening compliance, the IPCT, has developed with Mr Ali Bahron in HEFT Information Technology, a real-time system to identify patients who missed MRSA screening on admission. At day 5 post admission, data on all in-patients is checked to confirm if a MRSA screening swab has been received in the laboratory. This alert is then used by the IPCT to inform the relevant ward. In the future, this alert system will be managed by ward staff.  This will enable emergency MRSA screening to achieve the minimum 90% target.

In order for long-stay patients to be re-screened in further 28 day cycles, the same alert system has been introduced here too.  

· HEFT is in the process of introducing Octenisan as the universal antiseptic wash and shampoo preparation for all patients. This has been led by Gill Abbott, Deputy Lead IPCN. It had been intended to introduce this from March but due to a manufacturing delay with the dispensers in Germany this was delayed. Dispensers have been fitted during May 2013 at Good Hope and Solihull sites, and the programme will be completed by the end of June at the Heartlands site. This is expected to result in reduced overall carriage of Staphylococcus aureus (both MRSA and MSSA) in patients.
· For all new MRSA patients, the positive laboratory result is cross-checked with Electronic Prescribing to confirm that the patient has been prescribed mupirocin nasal cream and chlorhexidine body wash. This was also developed with Mr Ali Bahron. 
· A Concerto program is currently being developed with IT to monitor all patients in the Trust who have a CVC in place, and their MRSA status. Patients will come off the list when the CVC is removed. In addition, a 7 day post discharge MRSA screen will be done on all CVC patients who are negative on discharge from ITU. This system should be in place by the end of June 2013.
· With two MRSA bacteraemias (December 2012 and January 2013) being associated with long-term urinary catheters, the HEFT antibiotic guidelines have been modified with specific directives to prevent MRSA bacteraemias in this group of patients.

· Furthermore, the IPCT is now working with the overall Health Economy in the implementation of the HEFT urinary catheter passport system. These passports enable regular catheter review, and improve patient involvement and education.

· A monthly email from the DIPC/Deputy DIPC is now being circulated to all consultants and lead nurses, highlighting the current HEFT status of MRSA bacteraemias and C diff toxin numbers.  These include key educational messages to be discussed with medical and nursing teams.

The mechanism for investigating MRSA bacteraemias changed from the 1st April 2013, with the on-line RCA system being replaced by a Post Infection Review (PIR) process. There is one national template for this process, which will all be entered on a national Data Capture System. The overall basis for the new system is that there will be a “zero tolerance” or minimum baseline of 0 cases allowed from now on. Reviews will determine if a MRSA bacteraemia was avoidable or unavoidable. 

2.7 Root Cause Analysis (RCA) for C difficile

During 2012-13 table-top RCA meetings for all deaths in which CDI was cited in part 1 a/b of the death certificate continued. No major issues were identified. 

2.8 Risk assessment and action 

During the year both the Compliance Directorate and TIPC maintained and responded to the infection control risk register. There was no risk identified which needed escalation to strategic level.
2.9 Staff training, information and supervision  
2.9.1 Staff information

· Reports to Sites and TIPC:  Site Reports continued to be produced as an assurance framework to include feedback of data on MRSA bacteraemia, RCA findings and follow up of actions, MRSA bacteraemias, CDI, MSSA and device-related infections, outbreaks of infection, audit results and other current information relevant to each site. These are presented to TIPC by Head Nurses.

· Ward Reports: Monthly reporting of ward-based surveillance information on MRSA and CDI to wards and directorates continued in 2012-13 using SPC charts.  Cleaning scores and commode cleaning results are included on these reports. Wards were able to download results of their high impact intervention (HII) scores to display to the public in their clinical area on their previously provided infection control notice boards, enabling staff to review their own performance and readily track their routine infection control tasks to complete.
· Infection Prevention and Control Promotional Activities:  Events were held throughout the year promoting infection prevention and control activities and good practice, targeted at both staff and visitors to the Trust.  
· Infection Prevention and Control Study Day: This event was held in October 2012 and included talks on PVL, surgical site infections and infections in maternity. The day also celebrated local improvements in practice with the awarding of silver level achievement badges to certain link staff.  Representation from companies, and networking space helped to support the day.
· Intranet: Infection control improved   their intranet site for staff with an easy access portal for information, policy guidance and team contact details.
· Link Nurse Scheme: The Infection Prevention and Control Team continued to support the link nurses, with every ward area having a designated link member of staff. Various events and bulletins were issued to keep these staff informed.  

· Mandatory updates for consultants: The DIPC and Infection control Doctor for Good Hope continued to deliver joint sessions with the IPCNs for the mandatory updates for senior medical staff. This provided more medical focus and helped to engage them, using the opportunity to discuss antibiotic prescribing, as well as infection control practices.
· Heart and Soul: The Trust staff magazine has been used to promote issues to staff, with a monthly column highlighting the current infection control messages. 

· Posters: The IPCT worked with the communication team to produced key messages for both staff and visitors particularly around norovirus, flu and hand hygiene. 
2.9.2 Staff training

The Team continued to have a strong training role within the Trust during the year.  Infection control training and education programmes during 2012-13 included a programme of mandatory sessions and presence on staff induction days. Other sessions included, C difficile awareness, urinary catheter management, outbreak management, and mask fit testing, portering and domestic staff updates, volunteers cascade training and HCA education.  Link staff conducted cascade training on hand hygiene.  The IPC team provided updates to link staff during the year.  Training was recorded on a national standard module “OLM” on the Electronic Staff Record, with training attendance being reported to the mandatory training committee.
2.9.3 Staff supervision

The Infection Prevention and Control nursing team were deployed to provide training and expert advice to staff as well as monitoring compliance by wards and departments with expected standards.  In this way, the work of staff in the Trust was subject to scrutiny and supervision. 

2.9.4 Infection Prevention and Control Team Personal Development and Training

During 2012/13 all nurses in the Infection Prevention and Control Team attended required mandatory training. In addition, one nurse completed her professional specialist infection control training course complete in September 2012.  The wider team attended national and local study days/seminars and conferences.  All staff participated in the annual appraisal process.  In-house training occurred monthly to update specialist skills and knowledge, on subjects such as microbiology, and management of patients admitted with suspected pertussis (whooping cough).
2.10 Policy on Admission, Transfer, Discharge and Movement of Patients

The Trust bed management policy addresses the admission, transfer and discharge of patients within and between healthcare facilities.  The IPCT were once again involved in updating and reviewing this policy during 2013.  The IPCT liaises with bed management staff and operational managers on a regular basis to support compliance with this policy.  For example, IPC team members advised on discharges to nursing homes, and transfers to the cohort ward.  An electronic side room allocation tool is available to monitor and facilitate appropriate use of isolation facilities.
3. Compliance Criterion 2: 

A clean and appropriate environment for healthcare

3.1 Committee structures and monitoring processes

The TIPC has a designated sub-committee to oversee environment issues with IPCT representation in attendance.  The Water Management and Decontamination groups report to TIPC.  There is a designated lead manager for cleaning and an identified decontamination lead. There is a project manager for waste disposal who reports through the patient environment operational group. 
3.1.2 Water Management Group

The Water Management Group for HEFT, which meets quarterly, is chaired by Dr Grace Smith, Consultant Medical Microbiologist. The Water Management Group was formed from the Legionella Working Group in May 2012 to incorporate the Trust’s response to the national guidance, “Water Sources and Potential Pseudomonas aeruginosa Contamination of Taps and Water Systems’ .Advice for Augmented Care Units “Best Practice Guidance” 2nd April 2012, (Gateway Ref 17334). The legionella policy was reviewed in line with policy update and risk assessment and audit done.  The group is working towards full compliance with the Best Practice Guidance, including full assessment of the risk to patients if water supplies become contaminated with Pseudomonas aeruginosa, identifying 572 outlets in 13 Augmented Care Units on Trust premises, and two community Renal Dialysis units that require regular testing. Sampling will be carried out from June and funding for the sampling programme has been identified.

Legionella control is also monitored by the Water Management Group. All 3 hospital sites have water outlets monitored, and any legionella solates from these water supplies are investigated and preventative action taken.

In general the silver and copper ion treatment to the water supply has achieved excellent control of Legionella and reduction of the total bacterial counts in water across the trust. Most of the anomalies in pipe-work have been corrected, and isolates tend to be restricted to areas with low water usage. 

A number of clinical areas are failing to manage the programme to flush taps to ensure the treatment is ‘pulled’ through the system. Health and Safety colleagues on their quarterly ward visits check the written records made by domestic staff with responsibility for daily or weekly flushing, but it would be helpful if completion of the flushing record could be added to ward metrics, to improve engagement of Ward Managers.

From February 1st 2013, the use of copper as a biocide is no longer allowed under the European Biocidal Products Directive and the Biocidal Products Regulations 2001. 
The HSE has stated that if this decision affects a system, it should not be turned off, as this may increase the risk of Legionella, stating,”The focus of any enforcement activity will be on the failure to control the risk of exposure to legionella bacteria and the likelihood of Legionnaire’s disease developing in a given situation, rather than on the means of control.”
The HSE has submitted “essential use derogation” to the European Commission 
(EC) which will decide whether these systems can be used, and a response is awaited.

Additional premises, acquired from Solihull H&ST, remain under external maintenance and risk assessment .Clarification of responsibilities and completion of risk assessments are required to assure compliance with the trust’s duty of care, but there is difficulty in obtaining assurance. This point was first made to the TIPC in 2011and is on the risk register for Estates.

3.1.3 Decontamination Committee

The following summarises the activities of the Decontamination Committee for 2012-2013: 
The Decontamination Committee has been chaired by the Clinical Lead for Gastroenterology, Dr Paul Wilson, during 2012, with Gastroenterology Consultant, Dr Alexandra Daley taking over this position from January 2013.  

Following an option appraisal of electronic systems available that enable used instrument trays to be linked to patients and vice versa it has been decided to incorporate a module to achieve into a new Theatre Management Information System (TMIS) being developed within the Trust. This is module should be in use by mid 2013.
The new decontamination facility, completed in December 2011, within Main Theatres at Heartlands Hospital, has been operational and fully compliant during 2012. This facility provides compliant decontamination of endoscopes for both the Intensive Care Unit and Theatres.

Good Hope Endoscopy commissioned a new decontamination facility with state of the art; pass through, AER (automated endoscope reprocessing) machines in June 2012. This has been successfully implemented and is operational and fully compliant with all new decontamination standards. This facility operates as a centralised decontamination facility for Good Hope.

Plans to centralise Endoscopy and Urology scope reprocessing units at Heartlands are underway, led by the General Manager for Surgery. 
3.2 Patient Environment Action Team Inspection

Infection Prevention and Control team members continued to attend the Cleaning Standards Group.  This committee monitors cleanliness standards, receives cleaning monitoring reports, and oversees the Patient Environment Action Team (PEAT) monitoring process. 
	Site Name 2012/13
	Environment Score
	Food Score
	Privacy & Dignity Score

	BIRMINGHAM HEARTLANDS HOSPITAL
	4 Good
	5 Excellent
	5 Excellent

	GOOD HOPE HOSPITAL
	5 Excellent
	5 Excellent
	4 Good

	SOLIHULL HOSPITAL
	5 Excellent
	5 Excellent
	5 Excellent


3.3 Examples of IPCT work to support environmental duties:

· Regular meetings occurred between the IPCT and the Housekeeping Manager throughout the year to resolve operational issues.  

· IC attendance at service development meetings including upgrade and new build projects such as A&E at Good Hope Hospital and a robust environmental audit programme was followed during 2012 - 2013 involving IPCT, Head nurses and the Hotel Services department.  

Refurbishments 
The IPC team continue to advise on upgrades to the Richard Salt block and the new A&E at Good Hope, and refurbishment to neonatal unit at Heartlands. 
3.4 Uniform Standards

The Trust continues to provide uniforms for medical staff to encourage compliance with the bare below the elbow policy (BBTE). There is further work planned this year into reinvigorating the BBTE policy, which is to be led by the Medical Director.
3.5 Hand hygiene initiative
Throughout the year we continued to promote the WHO initiative “The Five Moments” template which demonstrates and promotes effective hand decontamination in the patient environment.

Monthly hand hygiene audits continued to be carried out, providing statistics on hand hygiene and decontamination (see 2.4.2). 

Link nurses were regularly encouraged to promote hand hygiene in their areas of work, giving ongoing education to staff by using the glow-boxes, reiterating the six step technique and the Trust requirement for “ bare below the elbow “. A chain reaction process to teach the “Five Moments” and good technique developed by a link nurse in 2011 has continued to be used across the Trust.
The IPCT and HEFT media department designed posters for hand hygiene; these were well received by staff and visitors.
4. Compliance Criterion 3: 
Provide information to patients, the public and between service providers on HCAI

4.1 Communications Programme
Information to patients and the public continued to be provided in order to raise awareness of infection control issues.   Highlights include: 

· Visitors stand manned by IPCT to address queries and highlight key issues 
· Use of the Intranet 
· Use of leaflets produced to highlight specific issues e.g. Norovirus

· Further development of  patient-held urinary catheter passport project

4.2 Trust website and information leaflets
The Trust website promotes infection control issues, with Trust magazines and press releases archived and linked to the Health Protection Agency to guide people to performance information on MRSA and C difficile. 

A range of information leaflets are available for patients, public and staff archived on the trust patient information database. 

The visitor information linked to ward closures is on the Internet website to inform visitors and relatives regarding specific ward closures at all sites during outbreaks of norovirus
4.4 Providing information when patients move between providers

During 2012-13 the IPCT continued with automatic generation of clinical letters for patients with a known C difficile or MRSA positive result. C.difficile alert cards for patients were also introduced and sent on discharge, thereby complying with the requirements to provide effective communication between healthcare providers.
5. Compliance Criterion 4: 
Promptly identify, manage and treat infected patients

There are daily lists from the lab on infection prevention alert organisms which are reviewed and followed up by the team.

There is a weekly Infection Prevention and Control operations meeting which is a multidisciplinary group comprising medical, nursing, science, analytical and managerial staff.  The meeting reviews the current position of the Trust in terms of infected patient caseload and locations, and the steps being taken to respond to the Trust’s situation. This was well attended during 2012-2013 with an improved teleconferencing system across the 3 sites.
5.1 MRSA screening 

MRSA Elective Screening

The Department of Health introduced the mandatory screening of elective patients from April 2009. This was launched in the Trust in March 2009. For quality purposes the Trust have been monitoring the patient-to-screen rates data, aiming for 95% compliance. This patient match screening compliance has been consistently over 95% during 2012-2013. 
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MRSA Emergency Screening

This was introduced in the Trust in June 2008, ahead of the national guidance which came into force in December 2010. The target for emergency screening was set at 90% for 2012/13. This has mostly been achieved throughout the year but there remains some room for improvement.
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5.2 Managing outbreaks of infection
Responses to Incidents and Outbreaks

The Infection Prevention and Control Team were involved in the management of outbreaks and incidents over the year 2012-13, as detailed below:
Outbreak on the Neonatal Unit of Multi-Drug Resistant Klebsiella pneumoniae (MDR-KP), October 2012.
From 2008 to October 2012, there had been 5 bacterial outbreaks on the NNU, caused by a number of bacteria. In 2012 there was a “colonisation outbreak” of MDR-KP in February (9 patients), and MRSA acquisition in May, involving 3 babies, which included a MRSA bacteraemia. 
In October there was a further “colonisation outbreak” with MDR-KP, which was a different strain to the February outbreak. Through a number of Outbreak Incident meetings, which included involvement of senior staff from Public Health England, it was recognised that ongoing issues within the NNU needed to be resolved. An external review was also provided by Dr Mike Weinbren, DIPC for UHCW, Coventry. 

Through Dr Abid Hussain and Sarah Bashford for Infection Control, and Dr Imogen Storey, Neonatologist, a series of actions were coordinated to address the issues for the longer term. 

Key issues that were addressed included reducing capacity and overall “footfall” to a safe level, adequate space for nursing babies, and adequate hand washing facilities. 

Specifically:

· Patient numbers were controlled to ensure capacity did not exceed 100%.

· In order to increase usable space for nursing babies on the unit, piped gases are being engineered into “room 3, to be completed in June 2013.

· In order to increase cot space to a safer area, Critical Care 1 and Critical Care 2 were expanded, which along with other refurbishments, is due for completion at the end of June 2013.

· Improved hand washing facility access for staff and visitors was completed early into the project.

· In order to reduce “footfall” further, antibiotic administration for babies on the Obstetric wards would be administered on that ward, and not the NNU.
· In addition to the unit managing its own Infection Control audits, junior doctor induction and general training has been enhanced to improve practice.

Outbreaks of Clostridium difficile infection (CDI) declared as SI

All periods of increased incidence (PII), defined as two or more cases of post 48hour C difficile in a 28 day period on the same ward, are investigated. The following actions are taken: 
· Consultant, matron, ward manager and directorate manager are informed. 
· A weekly C difficile ward audit until the weekly score is >90% in three consecutive weeks    is conducted.
· A weekly antibiotic review is carried out- this was revised in line with the new prescribing goals. 

· The whole ward is cleaned using chlorine-releasing agent (Chlorclean). 

·  Ribotyping of C difficile isolates from the ward is undertaken.

If two or more organism isolates are found to be the same ribotype then an outbreak is declared, and a serious untoward incident (SI) logged with the Governance department. If the wards pass the audit and no further case is identified then the outbreak is closed. However if cases continue then an outbreak meeting is called and issues are investigated and managed appropriately. The PII and outbreak situation for 2012-2103 is summarised in the table below:
	
	
	

	 
	No. of PII's
	No. of Outbreaks

	BHH
	17
	2

	GHH
	15
	3

	SOL
	3
	1

	Total
	35
	6


A total of 35 wards have been investigated for PII of which 6 were confirmed as outbreaks. This is a decrease from the previous year where there were 11 outbreaks.
One key learning point was highlighting the issue of symptomatic patients not being transferred to a side-room promptly.
Increase incidence of C diff at GHH in April and May 2012

13 cases in April 2012 at GHH site led to weekly incident meetings and several control measures being put in place to deal with the situation. Detailed analysis showed that problem was multi-factorial with sampling on laxatives, recurrences (3 cases), isolation of patients, cleaning and general antibiotic prescribing. Long-term leave of absence of the antibiotic pharmacist at GHH could have been a factor too. Several actions were defined, including weekly operational meetings, with IPC/GHH site managers and senior nurses, and cleaning plans to deep clean the affected wards with Glossair. Sample requesting posters were propared and displayed, with Cdiff stickers modified to include this message.
In order to  monitor and improve the management of CDI patients outside the cohort ward BHH Ward 27, weekly Cdiff ward rounds continued at GHH and Solihull sites during 2012/13.

A deep clean Glossair (hydrogen peroxide) programme was carried out at Good Hope hospital on all at-risk wards, in order to reduced environmental contamination with C.difficile spores.

All clinical teams on outbreak wards have a challenge meeting with Chief Nurse to ensure actions are followed.

Outbreaks due to diarrhoea and vomiting

Norovirus continued to have a significant effect of the activities if the Trust, and in terms of the numbers of patients and staff affected, this is shown graphically in the figure below.
BHH site; numbers of patients and staff affected by month.
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GHH site; numbers of patients and staff affected by month.
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SHH site; numbers of patients and staff affected by month. 
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The number of wards closed, and those where norovirus was confirmed is shown in tabulated form below:
	
	Q1
	Q2
	Q3
	Q4

	BHH site
	
	
	
	

	Wards closed
	2
	0
	5
	5

	Norovirus confirmed
	2
	0
	5
	5

	
	
	
	
	

	GHH site
	
	
	
	

	Wards closed
	1
	0
	7
	4

	Norovirus confirmed
	1
	0
	7
	3

	
	
	
	
	

	SHH
	
	
	
	

	Wards closed
	0
	0
	4
	5

	Norovirus confirmed
	0
	0
	4
	5


Using data for the last 6 months of the financial year, the number of bed days lost overall is considerable, emphasising the effect of this infection on the functioning of the Trust, and the need for prompt recognition, infection control action, and laboratory confirmation. 
Bed days lost from October 2012; cumulative line totals at 1300.
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In relation to the management of cases with diarrhoea and vomiting within HEFT, it was considered that there was an improvement in the overall process. Changes in the testing profile directed the laboratory to test either a “patient pool” of specimens, or the first single specimen that was received from a ward/ward area closed for diarrhoea and vomiting.  In several situations when the first specimen “cohort” was negative, and norovirus was still considered the most likely causative agent, further samples for testing were sought, with a positive result being obtained.
Rapid results enabled day-to-day management to be better co-ordinated, including the convening of Outbreak meetings involving senior site and Trust staff. Phlebotomy staff were members of these meetings, so that this group of essential staff were involved too.

One area where there is inadequate information is the norovirus situation elsewhere in the Birmingham area during periods of activity at HEFT. The Health Protection Agency, now Public Health England (PHE) do provide weekly norovirus activity data, and information on residential and care homes, but it is considered that real-time daily collation from all sources would be very useful. In addition to activity on individual Trust sites (with ward-closure data), that in residential and care homes, mental health units, and schools would be useful too. With combined input from Primary Care practices, and ambulance services, there would also be the opportunity to alert Birmingham residents of a current problem, allowing as many of affected patients as possible to be managed at home, rather than admission to hospital being considered.
6. Compliance Criterion 5: 
Co-operation within and between healthcare providers

6.1 Health Economy working

There is collaborative working at the operational level between HEFT Infection Prevention and Control team and microbiologists, CCG infection control teams, and the West Midlands East Health Protection Unit (HPU). There are collaborative health economy wide HCAI group meetings throughout 2012-2013.  

As mentioned previously, the Trust has worked to share root cause analysis findings with CCG partners, The Trust also contributed to the formulation of the health economy strategy and priority actions for the Cluster Group. 
.

6.2 Internal Co-operation

In order to achieve the significant reduction in infection rates within the Trust, extensive internal multidisciplinary collaboration was understandably necessary.  Engagement with the assurance framework and responsiveness to the needs of the infection control work programme was gained at all levels within the trust with clear leadership from the trust Chief Executive, Chief Nurse and senior clinical and operational personnel.  The IPCT continued to meet with head and lead nurse and ward department mangers on a regular basis in order to publicise audit results and encourage further improvements.  

6.3 External contractors

The IPCT was involved in decisions for External Contracts, such as the new laundry contract.

7. Compliance Criterion 6: 
Provide adequate isolation facilities
As part of the Trust’s strategy to manage cases of C difficile and prevent further spread, the cohort ward (on Ward 27 BHH) has continued to be used for the care and management of symptomatic patients from across the three sites. The side room tool on Electronic patient handover is being promoted to manage the utilisation of side rooms in an effective manner. 
8. Compliance Criterion 7: 
Ensure adequate laboratory support
Laboratory services are provided through contractual arrangements with the HPA for the Heartlands, Solihull and Good Hope sites.  All laboratory services were successfully accredited by Clinical Pathology Accreditation in 2012.  
Detailed information on laboratory performance for the year can be found in the Annual Report on the HPA Regional Laboratory Service to Heart of England NHS Foundation Trust for Microbiology. 
9. Compliance Criterion 8: 
Policies and protocols

The areas of the work programme described in this annual report are relevant to the policy areas listed in the Health and Social Care Act 2008.  These are available through the Trust Intranet site and feedback to the IPC team is that staff awareness on how to find policy guidance is good.  Policies are within review dates. Policies were updated and approved by the Trust Infection Prevention and Control committee according to review dates or changing practices.  Where national guidance was expected shortly e.g. resistant gram negative infections review dates were extended where required. Policies were compared with peer performance and national guidance to ensure that best practice is promoted. 
10. Compliance Criterion 9: 
HCAI prevention among healthcare workers

All job descriptions include infection control responsibility and this message is reiterated during mandatory training. The Infection Prevention and Control team participate in induction training and mandatory updates for all staff groups.

The Trust Medical Devices team have plans to introduce more “safe needle” devices in 2013/14.
Staff training

The team continues to have a strong training role.  Infection control training and education programmes during 2012-13 included a programme of mandatory sessions and presence on staff induction days. Other sessions included MRSA screening, C difficile awareness, outbreak management, flu management and mask fit testing, portering and domestic staff updates, volunteers cascade training and HCA education.  Link staff conducted cascade training on hand hygiene.  The IPC team provided updates to link staff during the year.  Training is recorded on a national standard module “OLM” on the Electronic Staff Record, with training attendance reported to the mandatory training committee.
Occupational Health services are provided as required within the Trust.  The IPCT worked with the Occupational Health services to support the flu vaccination campaign and undertook staff vaccination along with other trust flu champions. A dramatic improvement in vaccination update was seen this year.
Summary

Infection Control is a key marker of patient safety within HEFT, as it encompasses a broad range of factors, from the state of the environment through to the effect of antibiotic use on the selection of organisms such as C. difficile and MRSA. This requires the involvement of all grades of staff, on an ongoing basis, and the Infection Prevention and Control Team are central to this. In order to improve the overall process various initiatives have been progressed. These include the development of the catheter passport, the introduction of Octenesan shampoo and body wash, and the involvement of the Information Technology department to develop systems that can streamline the monitoring of Infection Control practices.  The systems introduce to monitor MRSA screening compliance, and prescription of MRSA decolonisation agents are examples of this.
Underlying the whole process is the involvement of consultant-led clinical teams in Infection Control, where leading by good example would continually have such a positive influence on patient care. An Infection Control Summit was held in April 2013, chaired by the Chief Nurse and Medical Director, with the site medical and nursing leads and the DIPC/Lead Nurse IPCT present...A plan to reinvigorate infection control practices was drawn up, including the re-emphasis of Bare Below the Elbow, and the “five moments” of hand hygiene at the point of patient care.[image: image15.emf] 
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